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Which of the following is FALSE regarding the role of digoxin in patients with atrial fibrillation (AF)? 


Select one: 


Digoxin monotherapy may be appropriate for rate control in patients who have sedentary lifestyles 3 


Digoxin can be considered as add-on therapy for rate control in patients inadequately managed on *¥ 
beta-blockers or calcium channel blockers 


Digoxin can be considered as add-on therapy for patients with heart failure and left ventricular X 
ejection fraction (LVEF) <40% 
Digoxin monotherapy is as {v 


Rose Wang (ID:113212) this answer is correct. 

Digoxin monotherapy is not as effective for rate control in 
this population since it results in a lack of ventricular rate 
control during periods of stress or physical exertion (i.e. 
when not at rest). 


effective as beta-blockers or 
calcium channel blockers in 
younger patients with AF 


Maris for this submission: 1.00/1.00. 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To understand the role of digoxin in the treatment of atrial fibrillation (AF). 


BACKGROUND: 


Pharmacologic strategies to treat atrial fibrillation (AF) include rate control or rhythm control. Medications 
that are used for rate control include beta-blockers, non-dihydropyridine calcium channel blockers (non-DHP 
CCBs), and digoxin. Digoxin is a second-line agent for rate control. It is considered less effective for rate 
control than first-line agents (e.g., beta-blockers, non-dihydropyridine calcium channel blockers) and is 
associated with more side effects, a narrow therapeutic range, and several drug interactions. Digoxin is rarely 
used as monotherapy, but it may be considered for elderly or sedentary patients with permanent AF or for 
patients with contraindications to both beta-blockers and non-DHP CC8s. Digoxin monotherapy is not a 
preferred option for rate control in younger patients since it results in a lack of ventricular rate control during 
periods of stress or physical exertion (i.e., when not at resi). Digoxin is more commonly used as add-on 
therapy for patients who have had inadequate response to beta-blockers or non-DHP CCBs, including in 
patients with left ventricular ejection fraction (LVEF) <40%. 


RATIONALE: 
Correct Answer: 


* Digoxin monotherapy is as effective as beta-blockers or calcium channel blockers in younger 
patients with AF - Digoxin monotherapy is not as effective for rate control in this population since it 
results in a lack of ventricular rate control during periods of stress or physical exertion (i.e, when not 
at rest). 


Incorrect Answers: 


* Digoxin monotherapy may be appropriate for rate control in patients who have sedentary lifestyles 
- Digoxin monotherapy may be considered for older patients with permanent AF or those with 
sedentary lifestyles. 


* Digoxin can be considered as add-on therapy for rate control in patients inadequately managed on 
beta-blockers or calcium channel blockers - Digoxin can be considered as add-on therapy for 
patients who have not been able to achieve adequate control of symptoms or heart rate with first-line 
medications (i.e, beta-blockers or calcium channel blockers). 


* Digoxin can be considered as add-on therapy for patients with heart failure and left ventricular 
ejection fraction (LVEF) <40% - Digoxin may be used as add-on therapy for patients with heart failure 
and LVEF <40% who have not achieved adequate symptom or heart rate control with a beta-blocker 
alone. 


TAKEAWAY/KEY POINTS: 


Digoxin is a rate control medication used as add-on therapy for patients who have not achieved sufficient 
control on beta-blockers or non-DHP CCBs. This includes patients who have LVEF <40%. Rarely, monotherapy 
with digoxin may be an appropriate rate control strategy. This is typically limited to patients with sedentary 
lifestyles, older patients with permanent AF, or patients unable to take beta-blockers and non-DHP CCBs. 


Question 2 
1D:52101 
Correct 


Fag question 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Society Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Digoxin monotherapy is as effective as beta-blockers or calcium channel blockers in 
younger patients with AF 


disease (CKD) stage 4, hypertension, and gastroesophageal reflux disease (GERD). JS has no history of 
coronary artery disease (CAD). JS's average blood pressure today is 138/80 mmHg and his heart rate 
is 110 bpm. His left ventricular ejection fraction (LVEF) is 60%. JS's eGFR is 25 mL/min/1.73mĉ. JS has 
no known allergies. His current medication are: rosuvastatin 10 mg PO once daily, ramipril 2.5 mg PO 
daily, pantoprazole 40 mg PO daily, polyethylene glycol 3350 17 g PO daily, sennosides 17.2 mg PO 
QHS PRN. The medical resident on duty is seeking your guidance on medication options for rate 
control. 


Which of the following rate control medications would be most appropriate for 1S? 


Select one: 
Verapamil % 
Miele [Rese Wane(iD 210209) this answer te correct. A beta blocken sich as metoprolol, 
would be an appropriate rate conirol option for JS. 
Digoxin % 


Amiodarone % 


Marks for this submission: 1.00/1.00. 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 
To identify characteristics of medications used for rate control in patients with atrial fibrillation (AF). 


BACKGROUND: 


Pharmacologic strategies to treat AF include rate control or rhythm control. Medications used for rate control 
include beta-blockers, non-dihydropyridine calcium channel blockers (non-DHP CCBs), and digoxin. Beta- 
blockers and non-DHP CCBs are considered first-line over digoxin for most patients. 


The choice of rate control therapy will depend on patient characteristics and comorbidities. Patients with 
heart failure and left ventricular ejection fraction (LVEF) <40% should be treated with beta-blockers 
(specifically bisoprolol, carvedilol, or metoprolol). Either beta-blockers or non-DHP CCBs may be used first- 
line for patients with LVEF >40%. Non-DHP CCBs and cardioselective beta-blockers are preferred over non- 
selective beta-blockers for patients with asthma. Finally, the presence of coronary artery disease (CAD) may 
favour the use of beta-blockers over non-DHP CCBs (e.g. patients with a history of myocardial infarction). 


Digoxin is rarely used as monotherapy (may be considered for select elderly or sedentary patients with 
permanent AF or for patients with contraindications to both beta-blockers and non-DHP CCBs), but may be 
considered as add-on therapy for patients with inadequate response to beta-blockers or non-DHP CCBs. 
Occasionally, amiodarone may be used for rate control, but only in specific patients who are critically ill or 
cannot tolerate first-line agents. 


Side effects of rate control agents may also influence the choice of therapy. Both beta-blockers and non-DHP 
CCBs can cause bradycardia or hypotension. Non-selective beta-blockers can exacerbate asthma by causing 
bronchospasm. Highly lipophilic beta-blockers, such as propranolol, may cause central nervous system (CNS) 
side effects such as depression or insomnia. Calcium channel blockers, especially verapamil, are known to 
cause constipation. Digoxin has a narrow therapeutic index and may cause toxicity (eg. visual disturbances, 
vomiting, confusion) at high serum levels. 


RATIONALE: 
Correct Answer: 


* Metoprolol - A beta-blocker, such as metoprolol, would be an appropriate rate control option for JS. 


Incorrect Answers: 


Verapamil - Constipation is a common side effect of verapamil. Therefore, verapamil is likely to 
exacerbate JS's existing constipation and would not be the most appropriate choice. 


Digoxin - Digoxin should not be used as a first-line agent for rate control. 


Amiodarone - Amiodarone should only be considered a rate control agent in select patients (e.g. 
critically ill, contraindication to first-line therapy, or intolerability to first-line therapy); it is more 
commonly used as a rhythm control agent. 


TAKEAWAY/KEY POINTS: 


The choice of rate control therapy will depend on patient characteristics and comorbidities. Either beta- 
blockers or non-DHP CCBs may be used first-line for patients with LVEF >40%. Side effects of rate control 
aaents mav also influence the choice of theranv. Calcium channel blockers. especially veranamil. are known 
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+6 cause constipation. 
REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):184/-1948. 

[2] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices. Ottawa, ON: Canadian Pharmacists Association. https://myrxtxca. 

[B] Cojocariu SA, Mastaleru A, Sascau RA, Statescu C, Mitu F, Leon-Constantin MM. Neuropsychiatric 
Consequences of Lipophilic Beta-Blockers. Medicina (Kaunas). 2021;57(2):155. Published 2021 Feb 9. 
doi:10.3390/medicinad7020155 


The correct answer is: Metoprolol 


Which of the following is the most appropriate resting heart rate target for JS? 


Select one: 
Less than 80 bpin ¥ 
Less than 140 bpm * 
Less than 100. bpm ¥ 


Rose Wang (ID:113212) this answer is correct. 
Patients with AF should target a resting heart rate of less than 100 bpm. 


Less than 60 bpm * 


Marts for this submission: 1.00/1.00. 


TOPIC: Atrial fibrillation 


LEARNING OBJECTIVE: 
To identify the appropriate resting heart rate target for patients with atrial fibrillation (AF). 


BACKGROUND: 


Pharmacologic strategies to treat AF include rate control or rhythm control. Medications that are used for 
rate control include beta-blockers, non-dihydropyridine calcium channel blockers (non-DHP CCBs), and 
digoxin, The choice of rate control therapy will depend on individual patient characteristics and 
comorbidities. Rate control should aim to achieve a target resting heart rate of <100 bpm. 


RATIONALE: 
Correct Answer: 


* Less than 100 bpm - Patients with AF should target a resting heart rate of less than 100 bpm. 


Incorrect Answers: 
* Less than 80 bpm - Patients with AF should target a resting heart rate of less than 100 bpm. 
* Less than 110 bpm - Patients with AF should target a resting heart rate of less than 100 bpm. 
* Less than 60 bpm - Patients with AF should target a resting heart rate of less than 100 bpm. 


TAKEAWAY/KEY POINTS: 
Rate control therapies should aim to achieve a target resting heart rate of <100 bpm. 
REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Less than 100 bpm 


JU is a 78-year-old male with persistent at lation (AF) presenting to your family health team 
for a consultation. JU’s other medical conditions include hypothyroidism, hypertension, and 
obstructive sleep apnea. His current medications include levothyroxine 112 mcg daily, amlodipi 

mg daily, hydrochlorothiazide 25 mg daily, bisoprolol 10 mg daily, and digoxin 0.125 mg daily. 
also on day 5 of a 10-day course of amoxicillin-clavulanate 875 mg/125 mg BID x 10 days for sinusitis. 
JU tells you that for the past 3 days, he has been experiencing multiple episodes of diarthea and 
vomiting. He noticed he's been urinating less frequently, he is thirsty, and his mouth feels dry. JU also 
tells that since this morning, his vision has had a yellowish tint. 


Which of the following details about JU is NOT a risk factor for digoxin toxicity? 


Select one: 


Question 5 
1D: 52103 
Incorrect 
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(Sarees) 


use oF nygrocmorounaziue a 
JU's age 3 

Dehydration% 

Obstructive sleep apnea Y 


Rose Wang (ID:113212) this answer is correct. 
Obstructive sleep apnea is not a risk factor for digoxin toxicity. 


Marts for this submission: 1.00/1.00. 
TOPIC: Atrial fibrillation 


LEARNING OBJECTIVE: 
To understand side effects of medications used for rate control. 


BACKGROUND: 


Digoxin is a second-line agent for rate control in patients with atrial fibrillation. It is considered less effective 
for rate control than first-line agents (e.g., beta-blockers, non-dihydropyridine calcium channel blockers) and 
is associated with more side effects, a narrow therapeutic range, and several drug interactions. 


Digoxin toxicity can occur with high serum levels. Risk factors for digoxin toxicity include older age, 
dehydration, renal impairment, heart failure, hypokalemia, hypomagnesemia, hypercalcemia, low body 
weight, and drug interactions (e.g., amiodarone, beta-blockers, calcium channel blockers, diuretics). Diuretics 
can cause electrolyte imbalances such as hypokalemia and hypomagnesemia which can increase the risk for 
digoxin toxicity. Symptoms of digoxin toxicity include: nausea, vomiting, diarrhea, confusion, visual 
disturbances (specifically, a yellow filter or tint in the visual field), and dizziness, Severe digoxin toxicity can 
result in life-threatening arrhythmias. Most patients with digoxin toxicity will have serum levels >2.0 ng/ml. 
Serum levels of <1.2 ng/mL are recommended for rate control. Digoxin levels should be taken at least 6 
hours after an oral dose. 


RATIONALE: 
Correct Answer: 


* Obstructive sleep apnea - Obstructive sleep apnea is nota risk factor for digoxin toxicity. 


Incorrect Answers: 


© Use of hydrochlorothiazide - Diuretics can cause electrolyte imbalances such as hypokalemia and 
hypomagnesemia which can increase the risk for digoxin toxicity. 


© JU's age - Older age is a risk factor for digoxin toxicity. 


* Dehydration - Dehydration is a risk factor for digoxin toxicity. 


TAKEAWAY/KEY POINTS: 


Digoxin toxicity can occur with high serum levels. Risk factors for digoxin toxicity include older age, 
dehydration, renal impairment, heart failure, hypokalemia, hypomagnesemia, hypercalcemia, low body 
weight, and drug interactions (e.g. amiodarone, beta-blockers, calcium channel blockers, diuretics). 


REFERENCE: 


[1] Andrews P, Anseeuw K, Kotecha D, Lapostolle F, Thanacoody R. Diagnosis and practical management of 
digoxin toxicity: a narrative review and consensus. Eur J Emerg Med. 2023;30(6):395-401. 
doi:10.1097/MEJ.0000000000001065 


[2] JAMP Pharma Corporation. JAMP Digoxin. https://pdf.hres.ca/dpd_pm/00068741,PDF 


[3] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation, Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Obstructive sleep apnea 


THE NEXT 5 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


QW is a 55-year-old male with non-valvular persistent atrial fibrillation (AF), presenting to your family 
health team for a medication review. In addition to AF, QW’s medical conditions also include stable 
angina and dyslipidemia. His latest A1C is 5.0% (1 month ago). His blood pressure at the clinic today 
was an average of 120/75 mmHg. QW does not have a history of heart failure and his left ventricular 
ejection fraction is 60%. QW has no history of myocardial infarction or stroke. His CrCl is 88 mL/min 
and his weight is 100 kg. QW has allergies to pollen and dust. QW’s current medications are: 
nitroglycerin 0.4 mg/hr patch applied QAM and removed QHS, bisoprolol 5 mg daily, rosuvastatin 40 
mg QHS, ASA 81 mg daily, and perindopril 4 mg daily. His physician would like your guidance on 
whether QW should be initiated on an oral anticoagulant (OAC), such as warfarin or a direct oral 
anticoagulant (DOAC) for stroke prevention. 


What is QW's CHADS3-65 score? 


Select one: 


Question 6 
ID: 52105 
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Rose Wang (ID:113212) this answer is incorrect. QW does not have any CHADS;-65 risk 
factors. 


Marks for this submission: 0.00/1.00, 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 
To understand how to use the CHADS>-65 score to assess stroke risk in patients with atrial fibrillation (AF). 


BACKGROUND: 


Oral anticoagulant therapy (OAC) for stroke prevention is recommended for patients with AF who have a 
CHADS-65 score of at least 1 point. 


The CHADS;-65 score is a tool used to assess risk of stroke in patients with AF and assigns points for each of 
the following: 


© Congestive heart failure (1 point) 
© Hypertension (1 point) 
© Age 65 or older (1 point) 
* Diabetes (1 point) 
© Stroke or transient ischemic attack (TIA) (2 points) 
Patients with a CHADS>-65 score of zero who have coronary artery disease (CAD) or peripheral artery disease 


(PAD), do not require an anticoagulant, but should receive antiplatelet therapy independent of their 
diagnosis of AF. 


RATIONALE: 
Correct Answer: 


* 0 - QW does not have any CHADS;-65 tisk factors. 


Incorrect Answers: 
© 1- QW does not have any CHADS,-65 tisk factors. 
* 2- QW does not have any CHADS;-65 tisk factors. 
© 3 - QW does not have any CHADS;-65 tisk factors. 


TAKEAWAY/KEY POINTS: 


Patients with AF who are 65 or older and/or have hypertension, diabetes, heart failure, or prior stroke should 
receive OAC for stroke prevention. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: 0 


Which of the following statements is true regarding QW and oral anticoagulant (OAC) therapy for stroke 
prevention? 


Select one: 


QW requires OAC with a direct oral anticoagulant (DOAC) or warfarin for stroke prevention dueto * 
his sex 


QW requires OAC with a DOAC or warfarin because he has coronary artery disease (CAD) ¥ 
QW does not require OAC, but should be on dual antiplatelet therapy (DAPT) X 
QW does not require OAC, Y 


levees saldleariinn crcl Rose Wang (ID:113212) this answer is correct. QW's CHADS>-65 

acetylsalicylic acid (ASA) 81 score is zero, therefore OAC is not required. The ASA 81 mg is 

rag Gey indicated due to his diagnosis of stable angina, which is a type of 
CAD. 


Marks for this submission: 1.00/1.00, 


TOPIC: Atrial Fibrillation 
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LEARNING OBJECTIVE: 
To understand which patients with atrial fibrillation (AF) should receive stroke prevention therapy. 


BACKGROUND: 


Oral anticoagulant therapy (OAC) for stroke prevention is recommended for patients with AF who have a 
CHADS,-65 score of at least 1 point. 


The CHADS)-65 score is a tool used to assess the risk of stroke in patients with AF and assigns points for 
each of the following 


© Congestive heart failure (1 point) 
© Hypertension (1 point) 
© Age 65 or older (1 point) 
* Diabetes (1 point) 
© Stroke or transient ischemic attack (TIA) (2 points) 
Patients with a CHADS3-65 score of zero who have coronary artery disease (CAD) or peripheral artery disease 


(PAD), do not require an anticoagulant, but should receive antiplatelet therapy independent of their 
diagnosis of AF. 


RATIONALE: 
Correct Answer: 


* QW does not require OAC, but should continue taking acetylsalicylic acid (ASA) 81 mg daily - QW's 
CHADS2-65 score is zero, therefore OAC is not required. The ASA 81 mg is indicated due to his 
diagnosis of stable angina, which is a type of CAD. 


Incorrect Answers: 


* QW requires OAC with a direct oral anticoagulant (DOAC) or warfarin for stroke prevention due to 
his sex - Male sex is not an indication for OAC. 


* QW requires OAC with a DOAC or warfarin because he has coronary artery disease (CAD) - CAD 
alone is not an indication for OAC. However, patients with CAD should be treated with antiplatelet 
therapy independent of their diagnosis of AF. 


* QW does not require OAC, but should be on dual antiplatelet therapy (DAPT) - QW does not have 
an indication for DAPT. 


TAKEAWAY/KEY POINTS: 
Patients with AF who are 65 or older and/or have hypertension, diabetes, heart failure, or prior stroke should 


receive OAC for stroke prevention. Antiplatelet therapy is indicated for patients with a CHADS -65 score of 
zero who have either CAD or PAD, but this is because of their CAD/PAD diagnosis, not because they have AF. 


REFERENCE: 
[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 


Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: QW does not require OAC, but should continue taking acetylsalicylic acid (ASA) 81 mg 
daily 


Three months later, QW is admitted to the hospital following an ST-elevation myocardial infarction 
(STEMI) and underwent reperfusion via percutaneous coronary intervention (PCI). At this time, QW is 
also diagnosed with heart failure and his ejection fraction is 30%. 


Which of the following antithrombotic regimens is most appropriate for QW? 


Select one: 
Discontinue acetylsalicylic acid (ASA) 81 mg daily, start clopidogrel 75 mg daily, start edoxaban 60 * 
mg daily 
Continue ASA 81 mg daily, Y s 
start clopidogrel 75 mg Rose Wang (ID:113212) this answer is correct. 
SA an Seben mg Triple therapy with ASA, clopidogrel, and an oral anticoagulant is 
BID. indicated for QW since he had a myocardial infarction, PCI, and 


his CHADS>-65 score is now 1 (due to heart failure). 


Discontinue ASA 81 mg daily, start rivaroxaban 20 mg daily * 
Continue ASA 81 mg daily, start ticagrelor 90 mg BID, start rivaroxaban 2.5 mg BID X 


Marks for this submission: 1.00/1.00. 
TOPIC: Cardiovascular disorders 
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LEARNING OBJECTIVE: 


To understand when concurrent anticoagulant and antiplatelet therapy is indicated for patients with atrial 
fibrillation (AF). 


BACKGROUND: 


Patients with AF and a CHADS»~65 score of at least 1 undergoing percutaneous coronary intervention (PCI) or 
who have acute coronary syndrome (ACS) (i.e. myocardial infarction or unstable angina) may have indications 
for both antiplatelet and anticoagulant therapy. Dual pathway therapy (also referred to as “dual therapy") 
refers to the use of an oral anticoagulant (OAC) with a P2Y42 inhibitor (preferably clopidogrel due to lower 
risk of bleeding). Triple therapy refers to the concurrent use of dual antiplatelet therapy (DAPT) (i.e. ASA and 
clopidogrel) and OAC. 


The CHADS;-65 score is a tool used to assess risk of stroke in patients with AF and assigns points for each of 
the following: 

* Congestive heart failure (1 point) 

© Hypertension (1 point) 

* Age 65 or older (1 point) 

* Diabetes (1 point) 

© Stroke or transient ischemic attack (TIA) (2 points) 


OAC options for dual pathway therapy include warfarin, apixaban, dabigatran, edoxaban, and rivaroxaban. 
OAC options for triple therapy include warfarin, apixaban, and rivaroxaban. Direct oral anticoagulants 
(DOACS) are typically preferred over warfarin. Note, when used as part of dual or triple therapy regimens, the 
recommended dose of rivaroxaban is lower than the usual dose used in OAC stroke prevention. Rivaroxaban 
15 mg daily (10 mg daily if CrCl is 30-50 mL/min) is used for dual pathway therapy and rivaroxaban 2.5 mg 
BID is used for triple therapy. 


Indications for dual pathway therapy and triple therapy are summarized in the table below. "High-risk 
features” are factors that increase a patient's risk for thrombotic events such as smoking, diabetes, chronic 
kidney disease, prior ACS, multiple stents, etc. 


Elective PCI and NO 


high-risk features ACS + PCI or elective PCI + high-risk features ACS and NOPCI 


Triple therapy for 1-30 days then step-down to dual 
Dual pathway therapy pathway therapy for up to 12 months following PCI Dual pathway therapy 
for 1-12 months (When stepping down, ASA is discontinued. ASA may for 1-12 months 

be stopped as early as 1 day after PCI) 


RATIONALE: 
Correct Answer: 
* Continue ASA 81 mg daily, start clopidogrel 75 mg daily, start apixaban 5 mg BID - Triple therapy 


with ASA, clopidogrel, and an oral anticoagulant is indicated for QW since he had a myocardial 
infarction, PCI, and his CHADS2-65 score is now 1 (due to heart failure). 


Incorrect Answers: 


* Discontinue ASA 81 mg daily, start clopidogrel 75 mg daily, start edoxaban 60 mg daily - Triple 
therapy with ASA, clopidogrel, and an oral anticoagulant is indicated for QW. 


Discontinue ASA 81 mg daily, start rivaroxaban 20 mg daily - Triple therapy with ASA, clopidogrel, 
and an oral anticoagulant is indicated for QW. 


Continue ASA 81 mg daily, start ticagrelor 90 mg BID, start rivaroxaban 2.5 mg BID - Clopidogrel, 
not ticagrelor, is the preferred P2Y,2 inhibitor for triple therapy. 


TAKEAWAY/KEY POINTS: 


Patients with AF, a CHADSp-65 score of at least 1, and who have ACS and underwent PCI, should receive 
triple therapy with ASA, clopidogrel, and an oral anticoagulant (rivaroxeban, apixaban or warfarin). 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Continue ASA 81 mg daily, start clopidogrel 75 mg daily, start apixeban 5 mg BID 


QW’s physician has decided to prescribe triple therapy with rivaroxaban 2.5 mg BID, acetylsalicylic 
acid (ASA) 81 mg daily, and clopidogrel 75 mg daily. 


How long should QW should continue ASA as part of this regimen? 


Select one: 


1 year xX 
1-30 days ¥ 
42 days ® 
Indefinitely * 
Bees Rose Wang (ID: 113212) this answer is incorrect. Triple therapy should continue for 
1-30 days following percutaneous coronary intervention (PCI). After 1-30 days, ASA 


should be discontinued and patients should continue on dual therapy for up to 1 year 
afier PCI. 


Maris for this submission: 0.00/1.00. 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To identify the appropriate duration for triple therapy in patients with atrial fibrillation (AF) who have 
undergone percutaneous coronary intervention (PCI). 


BACKGROUND: 


Patients with AF and a CHADS»~65 score of at least 1 undergoing percutaneous coronary intervention (PCI) or 
who have acute coronary syndrome (ACS) (i.e. myocardial infarction or unstable angina) may have indications 
for both antiplatelet and anticoagulant therapy. Dual pathway therapy (also referred to as “dual therapy”) 
refers to the use of an oral anticoagulant (OAC) with a P2Y12 inhibitor (preferably clopidogrel due to lower 
risk of bleeding). Triple therapy refers to the concurrent use of dual antiplatelet therapy (DAPT) (i.e. ASA and 
clopidogrel) and OAC. 


The CHADS2-65 score is a tool used to assess risk of stroke in patients with AF and assigns points for each of 
the following: 

* Congestive heart failure (1 point) 

© Hypertension (1 point) 

* Age 65 or older (1 point) 

* Diabetes (1 point) 

© Stroke or transient ischemic attack (TIA) (2 points) 


OAC options for dual pathway therapy include warfarin, apixaban, dabigatran, edoxaban, and rivaroxaban. 
OAC options for triple therapy include warfarin, apixaban, and rivaroxaban. Direct oral anticoagulants 
(DOACS) are typically preferred over warfarin. Note, when used as part of dual or triple therapy regimens, the 
recommended dose of rivaroxaban is lower than the usual dose used in OAC stroke prevention. Rivaroxaban 
15 mg daily (10 mg daily if CrCl is 30-50 mL/min) is used for dual pathway therapy and rivaroxaban 2.5 mg 
BID is used for triple therapy. 


Indications for dual pathway therapy and triple therapy are summarized in the table below. “High-risk 
features” are factors that increase a patient's risk for thrombotic events such as smoking, diabetes, chronic 
kidney disease, prior ACS, multiple stents, etc, 


Elective PCI 
and NO high-risk ACS + PCI or elective PCI + high-risk features ACS and NO PCI 
features 


Triple therapy for 1-30 days then step-down to dual 

Dual pathway therapy for pathway therapy for up to 12 months following PCI Dual pathway 

1-12 months (When stepping down, ASA is discontinued. ASA therapy for 1-12 months 
may be stopped as early as 1 day after PCI) 


RATIONALE: 
Correct Answer: 


© 1-30 days - ASA may be discontinued as early as 1 day after percutaneous coronary intervention or 
continued for up to 1 month. 


Incorrect Answers: 


© 1 year - Triple therapy should continue for 1-30 days following percutaneous coronary intervention 
(PCI). After 1-30 days, ASA should be discontinued and patients should continue on dual therapy for 
up to 1 year after PCI 


42 days - Triple therapy should continue for 1-30 days following percutaneous coronary intervention 
(PCI). After 1-30 days, ASA should be discontinued and patients should continue on dual therapy for 
up to 1 year after PCI 


Indefinitely - Triple therapy should continue for 1-30 days following percutaneous coronary 
intervention (PCI). After 1-30 days, ASA should be discontinued and patients should continue on dual 
therapy for up to 1 year after PCI. 


TAKEAWAY/KEY POINTS: 
Triple therapy should continue for 1-30 days following percutaneous coronary intervention (PCI). After 1-30 


days, ASA should be discontinued and patients should continue on dual therapy with OAC and clopidogrel 


Question 9 
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REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Society Comprehensive Guidelines for the Management of Atrial Fibrillation. Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: 1-30 days 


While QW is in hospital, his cardiologist determines a rhythm control agent should be initiated. 


Which of the following antiarrhythmics is most appropriate for QW? 


Select one: 


Amiod: v 
anai Rose Wang (ID:113212) this answer is correct. 


Amiodarone may be used safely in patients with coronary artery disease and heart 
failure, including those with LVEF < 40% 


Sotalol * 
Dronedarone X 


Propafenone * 


Correct 
Marks for this submission: 1.00/1.00, 


TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To identify appropriate rhythm control agents for atrial fibrillation patients with cardiovascular comorbidities. 


BACKGROUND: 


The goal of rhythm control is to restore normal sinus rhythm and improve symptoms of atrial fibrillation (AF). 
Rhythm control may be used in patients with paroxysmal or persistent AF. In patients with persistent AF, 
rhythm control is preferred for patients who were recently diagnosed with AF (less than 1 year ago), patients 
with high symptom burden, patients in whom rate control therapy was unsuccessful, patients with multiple 
recurrences of AF, and patients with arrythmia-induced cardiomyopathy. Antiarrhythmics used for rhythm 
control in AF can be categorized as class IC (e.g. flecainide, propafenone) or class III (e.g., amiodarone, 
dronedarone, sotalol). 


The presence of comorbidities, specifically heart failure and coronary artery disease (CAD), will influence the 
choice of antiarrhythmic. The following table highlights antiarthythmics of choice for these patient groups: 


Heart failure (LVEF  [Heartfallure (LVEF> | cap No CAD orheart 
40%) 40%) failure 
“Amiodarone 
Amiodarone Sotalol 
Amiodarone ea mad Sotalol Dronedarone 
Dronedarone Flecainide 
Propafenone 
RATIONALE: 
Correct Answer: 


* Amiodarone - Amiodarone may be used safely in patients with coronary artery disease and heart 
failure, including those with LVEF < 40%. 


Incorrect Answers: 

* Sotalol - Sotalol should be avoided in patients with LVEF <40%. 

* Dronedarone - Dronedarone should be avoided in patients with heart failure. 

* Propafenone - Propafenone should be avoided in patients with coronary artery disease. 
TAKEAWAY/KEY POINTS: 
The preferred rhythm control agent for patients with heart failure and LVEF <40% is amiodarone. 


REFERENCE: 


[1] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation, Can J Cardiol. 
2020 Dec;36(12):1847-1948. 


The correct answer is: Amiodarone 


Which of the following is NOT a monitoring parameter specific to amiodarone therapy? 


Select one: 


Chest x-ray once per year X 
Assess for hearing loss annually ¥ 


Rose Wang (ID:113212) this answer is correct. 
Amiodarone use is not associated with hearing loss. 
Thyroid function (e.g, thyroid stimulating hormone) every 6 months * 

Liver transaminases every 6 months % 


Marks for this submission: 1.00/1.00. 
TOPIC: Atrial Fibrillation 


LEARNING OBJECTIVE: 


To understand monitoring parameters for amiodarone therapy. 


BACKGROUND: 


Amiodarone is associated with a variety of systemic side effects which include gastrointestinal upset (e.g. 
nausea, vomiting, constipation), fatigue, tremors, photosensitivity, blue skin discolouration, either 
hyperthyroidism or hypothyroidism, corneal deposits, tremors, QT prolongation, neuropathy, hepatotoxicity, 
and pulmonary toxicity. Many of these side effects are ed to the dose and duration of amiodarone 
therapy. It is important to follow up with patients after initiation and dose increases of amiodarone as some 
of the long-term effects may appear years after initiation of amiodarone therapy. Liver and thyroid function 
tests should be completed every 6 months and a chest x-ray should be completed yearly. 


RATIONALE: 
Correct Answer: 


* Assess for hearing loss annually - Amiodarone use is not associated with hearing loss. 


Incorrect Answers: 


Chest x-ray once per year - Annual chest x-ray is recommended to monitor for development of 
pulmonary fibrosis. 


Thyroid function (e.g, thyroid stimulating hormone) every 6 months - Amiodarone may cause hypo- 
or hyperthyroidism, therefore thyroid function should be monitored every 6 months (e.g. thyroid 
stimulating hormone). 


Liver transaminases every 6 months - Liver transaminases should be assessed every 6 months to 
monitor for hepatotoxicity. 


TAKEAWAY/KEY POINTS: 


Liver and thyroid function tests should be completed every 6 months and a chest x-ray should be completed 
yearly for all patients taking amiodarone. 

REFERENCE: 

[1] Sanis Health Inc. AMIODARONE. https://pdf.hres.ca/dpd_pm/00065583.PDF 

[2] Birnie D, Nery P. Cardiovascular Disorders: Supraventricular Tachycardia. In: Compendium of Therapeutic 
Choices, Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 

BB] Jason G Andrade, Martin Aguilar, Clare Atzema, et al. The 2020 Canadian Cardiovascular Society/Canadian 
Heart Rhythm Saciety Comprehensive Guidelines for the Management of Atrial Fibrillation, Can J Cardiol. 
2020 Dec:36(12):1847-1948. 


The correct answer is: Assess for hearing loss annually 
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